Here we report a case of primary carcinoma of the female urethra. A 52-year-old woman presented with a palpable urethral mass associated with intermittent pain that she first experienced a few months prior. Clinical examination showed a urethral mass that appeared to be a caruncle; therefore, simple carunclectomy was performed. However, on histological examination, the mass was revealed to be a squamous cell carcinoma; therefore, anterior urethrectomy was performed. During a 4-year follow-up period, the patient has been well with no dysuria, dyspareunia, or incontinence. Because of the low incidence of tumors of the female urethra, consensus on their management is lacking. Most urethral cancers are aggressive; however, partial urethrectomy can successfully control lesions that are limited to the anterior portion of the urethra. Survival is dependent on the tumor extent at the time of treatment, thus emphasizing the importance of earlier detection and careful examination of these tumors.
Because of the low incidence of tumors of the female urethra, consensus on their management is lacking. Most urethral cancers are aggressive; however, partial urethrectomy can successfully control lesions that are limited to the anterior portion of the urethra. Survival is dependent on the tumor extent at the time of treatment, thus emphasizing the importance of earlier detection and careful examination of these tumors.
CASE REPORT
A 52-year-old woman with a 5-year history of a palpable urethral mass presented at Urology Department with intermittent urethral pain. The patient did not complain of any urinary symptoms or dyspareunia. Her medical history included an appendectomy 30 years previous but was otherwise unremarkable. Pelvic examination showed the presence of a urethral mass approximately 1.7 cm in diameter (Fig. 1) . The mass appeared to be a simple urethral caruncle despite a small amount of ulceration; therefore, we did not perform urethroscopy or cystoscopy. Three hours after the carunclectomy, the Foley catheter was removed and the patient reported good voiding ability. She was then discharged, and a follow-up visit was scheduled for 7 days later.
Six days after the operation, our department received the pathological results of the excised urethral mass, which indicated a squamous cell carcinoma in situ (Fig. 2) . We promptly evaluated the case for cancer and consulted with the department of gynecology. Abdominal and pelvic computed tomography, intravenous pyelography, bone scanning, and chest radiography showed no evidence of disseminated disease. The final disease stage was classified as TisN0M0; therefore, partial urethrectomy was planned.
General anesthesia was used for the surgery. A 22-Fr cystoscope was inserted through the urethra without resistance. A cystoscopic examination revealed erythematous mass-like lesions on the trigone, bladder neck (3-and 7-o' clock positions), and right lateral wall. Frozen biopsy analysis showed the presence of atypical cells on the trigone and bladder neck (at two points), but no malignancy was identified on the right lateral wall. The urethral orifice was tagged with a 2-0 silk suture (12-, 3-, and 9-o' clock positions), and we were able to excise the anterior urethra. The final pathologic analysis indicated a negative surgical The patient was followed up at 6-month intervals. Her medical records were assessed, and a clinical examination was performed. Imaging studies were performed when she reported new symptoms. She remained free of recurrence and reported normal voiding function 50 months after the tumor was diagnosed.
DISCUSSION
The female urethra can be anatomically divided into an anterior segment and a posterior segment. Histologically, the proximal one-third of the urethra is lined with typical transitional urothelium and the distal two-thirds is lined by stratified squamous epithelium. The histology of the carcinoma primarily depends on the site of origin within the urethra; squamous cell carcinoma is the most common histologic type, as it accounts for 50-70% of all cases. However, the treatment strategy for female urethral carcinoma is independent of the histologic type because survival rates do not appear to differ among the various histologic types [1] . In fact, the site of origin of the carcinoma and the clinical stage are important factors in determining survival.
In the case reported here, we initially excised the urethral mass becausem its features were similar to those of a urethral caruncle, with a reddish exophytic mass present at the urethral meatus that was covered with mucosa. A urethral caruncle is a benign pedunculated lesion of the urethra for which simple excision is curative. However, as many as 5% of cases of clinically suspected caruncles may represent true neoplasms, of which approximately half are malignant [2] .
Alternatively, a caruncle may subsequently develop into urethral cancer. Although the cause of urethral carcinoma in women has not yet been identified, several factors have been implicated. Etiologic factors associated with the development of urethral carcinoma include caruncle, diverticulum, polyps, parturition, and infection with the human papilloma virus or other viruses [3] .
Here we performed only an anterior urethrectomy because tumors in the distal urethra tend to be low stage and high cure rates (70-90%) can be achieved with local excision [1] . Results of the frozen biopsy revealed no malignancy on the urethral margin, confirming that excision of the bladder neck, vulva, vagina, uterus, and adnexa was nonessential.
There is currently no consensus on the treatment of women with urethral cancer. Further, these are generally slow-growing tumors with no specific symptoms or signs. They manifest late and can be misdiagnosed as urethral lesions mimicking tumors. Intestinal metaplasia, tuberculosis, and melanoma have all been reported to either coexist with or mimic urethral caruncles [4] . Therefore, in terms of appearance or behavior of atypical lesions, excision may be warranted to exclude the possibility of other entities.
Urethral carcinoma is generally aggressive, with a recurrencefree survival rate of 45% and a disease-free survival rate of 60% at 10 years after surgery [2] . Therefore, aggressive local resection via radical urethrectomy may improve local control in cases of 
